Results. The study population included 11 118 patients. Overall, we observed 1779 deaths. The cumulative incidence of death was 12.1% at 1 year and 17.5% at 3 years. After the index hospitalization, we observed 7867 readmissions. The most frequent diseases or conditions associated with hospital readmissions were CR (28%), acute or congestive HF (26%), supraventricular arrhythmias (SA) (13%), MI (11%), and SBE (10%) ( Table) . Interestingly, the patients with 1 hospital admission for HF, SA, or SBE frequently showed a second (or more) readmission for the same cause (36% [95% CI, 33%-39%], 34% [95% CI, 30%-38%], and 22% [95% CI, 19%-26%], respectively). All these events tended to be more frequent during the first year (Table) . This was particularly evident for CR. Approximately 60% of these procedures was target vessel revascularization, whereas approximately 17% was staged intervention. The influence of these readmissions on mortality varies consistently. Considering SA, no influence on morSee also page 1879 Abbreviations: AE, adverse event; A-CHF, acute or congestive heart failure; CABG, coronary artery bypass graft; HA, hospital admission; HR, hazard ratio; ICD, implantable cardioverter/defibrillator; NA, not applicable; PCI, percutaneous coronary intervention; PM, pacemaker; RF, radiofrequency ablation.
a Boldface indicates statistical significance (P Ͻ.05) tality was found. Hemorrhagic stroke showed the strongest association with death. Coronary revascularization showed a low impact on mortality, although still numerically relevant and statistically significant. After a recurrence of MI, a quarter of the patients died, whereas almost half died after a hospital readmission for HF or SBE.
Comment. Our main focus was to describe cardiovascular causes of hospital readmission after primary PCI and to determine their influence on death, through an analysis of a multicenter registry that well reflects the patients seen in daily practice. The mortality rate after 3 years was 17.5%. This mortality was strongly influenced by the occurrence of adverse events requiring a new hospitalization. Approximately one-quarter of hospital readmissions were associated with new CR procedures. These revascularizations were predominantly target vessel revascularization. Of note, as suggested by current guidelines, in our registry drug-eluting stent implantation during primary PCI was relatively low (approximately 15%). 2 Also, readmission for HF is really frequent, particularly during the first year. In addition, patients with a first readmission for HF show high probability to have a second (or more) recurrence. Several registries suggest that there is an underuse of effective cardiac therapies. 6 Our findings reinforce the need for the application of timely and effective preventive and treatment strategies. Over the last years, several new antiplatelet agents have been introduced in the medical treatment of STEMI. All these agents reduced the incidence of MI and stent thrombosis but increased the rate of bleeding complications. 7, 8 This is especially important considering that a longer dual antiplatelet therapy is recommended in patients receiving a drug-eluting stent, which is currently the only option to reduce target vessel revascularization. Reinfarction and bleeding events were associated with an increased risk of death; their 3-year incidence was similar but the risk of death after an SBE was significantly higher than after a reinfarction. In addition, as well as HF, patients with a first SBE tended to show a high recurrence rate. Finally, several bleeding events occurred late during follow-up, after the first year. This is probably because bleeding risk is not only related to dual antiplatelet therapy, but is also strongly influenced by baseline characteristics and comorbidities. 9 In conclusion, hospital readmission for new CR procedures, HF, MI, and SBE occurred frequently (7%-20% at 3 years) in patients with STEMI receiving primary PCI and have a negative impact on long-term mortality.
